Nasogastric intubation is routine practice in the Intensive Care Unit and in the operating room for decompression of the stomach, aspiration of gastric contents and the administration of drugs and enteral feed. Performing this procedure in the sedated or anaesthetized patient with an endotracheal tube in place can be technically difficult and/or associated with complications. We describe two cases presenting to our Intensive Care Unit in whom failure to pass a nasogastric tube was caused by unsuspected carcinoma of the oesophagus. This case report serves to illustrate that failure of a procedure may be due to an underlying anatomical abnormality and should be investigated appropriately. It also serves to illustrate an unusual presentation of carcinoma of the oesophagus in the intensive care setting.
CASE 1
A 57-year-old male was admitted to the Intensive Care Unit from the medical ward requiring ventilatory support for a community-acquired pneumonia affecting the left lower lobe. He was confused but a history of vomiting of one week's duration was obtained. Prior to this he had been well athough there was a background history of alcohol abuse.
On admission to the Intensive Care Unit he required intubation and mechanical ventilation. The nursing staff were unable to pass a nasogastric tube. Multiple attempts by three members of the medical staff were also unsuccessful. A variety of manoeuvres to facilitate nasogastric intubation were tried. These included immersing the tube in ice-cold water, anterior manipulation of the larynx under direct vision using a laryngoscope and Magill's forceps, and attempted orogastric intubation with a 9 mm endotracheal tube as an introducer.
Endoscopy showed a fungating tumour obstructing the oesophageal lumen at 30 cm. Subsequent histological examination confirmed this to be a squamous cell carcinoma of the oesophagus.
CASE 2
The second case was a 50-year-old male who had been admitted to a neighbouring hospital for investigation of hoarseness and stridor of two weeks' duration. Direct laryngoscopy revealed no abnormality. During the procedure, however, he had a respiratory arrest. On intubation, thick, purulent secretions were aspirated from the endotracheal tube and the diagnosis of pneumonia was made.
As there was no intensive care bed available at the admitting hospital, he was transferred to Baragwanath Hospital for mechanical ventilation and further management. On admission, he was noted to be wasted, and had clinical features suggestive of chronic airflow limitation. Although sedated, he was localizing to painful stimuli with no obvious neurological deficit.
Attempts to pass a nasogastric tube, using manoeuvres to facilitate insertion, were unsuccessful. Endoscopy was performed which showed a tumour at 23 cm with a tight stenosis of the oesophageal lumen. The endoscopist was unable to pass a nasogastric tube past the stricture, even under direct vision. Histology of biopsy specimens taken confirmed this as squamous cell carcinoma of the oesophagus. The patient was successfully weaned from mechanical ventilatory support to a T-piece over three days and was transferred back to the referring hospital for supportive management.
DISCUSSION
These case histories illustrate the problems that may be associated with a routine bedside procedure. No Anae>thesia and Intensive Care, Vol. 23, No. 3, June, 1995 history suggestive of oesophageal obstruction had been obtained in either case. However, the degree of stenosis was such that a nasogastric tube could not be passed distally, not even under endoscopic control. It was fortunate that attempted nasogastric intubation in the presence of undiagnosed carcinoma of the oesophagus did not result in oesophageal perforation. Nasogastric intubation was first described in the seventeenth century by Aquapedente who used a silver tube for enteral feeding'. In modern hospital practice, nasoor orogastric intubation is one of the most common procedures performed for diagnostic or therapeutic indications.
However, despite its widespread use and relative simplicity, this procedure is not free of associated complications and contraindications'. The possible complications range from the trivial to the lifethreatening. Minor complications including vomiting, epistaxis, pressure necrosis of the external naris, nasopharyngitis and sinusitis. During enteral feeding, the most common and important complication is aspiration pneumonia. The more serious complications are rare and include perforation of the oesophagus, oesophageal stricture, intestinal perforation, transmucosal penetration of the nasopharynx, intracranial placement, laryngeal injuries and various pulmonary complications including pneumothorax, empyema and pulmonary haemorrhage l -4 • The risk of complications is higher if there in an endotracheal or tracheostomy tube present, a pre-existing oesophageal stricture or anatomical variations, or if the patient has an obtunded level of consciousness.
Contraindications to nasogastric intubation include the presence of known oesophageal stricture or neoplasm, recent oesophageal/gastrointestinal surgery or base of skull fracture. Facial and cranial injuries may make the passage of nasal tubes unduly risky and in this instance orogastric tubes should be used. Relative contraindications include oesophageal varices and thrombocytopaenia or coagulopathy.
Manoeuvres to facilitate nasogastric intubation include those described above l • 5 • 6 If these are unsuccessful, tube placement by endoscopic guidance may be required. Correct tube placement should be confirmed by air insufflation or aspiration of gastric contents. However there is an incidence of false-positive results using these methods. In the case of fine-bore feeding tubes, most reviewers recommend that correct placement be confirmed radiographically. Although it is not common practice to obtain X-rays after the routine placement of nasogastric tubes, this is advisable if there has been any difficulty encountered with insertion.
Anaesthesia and Intensive Care. Vo!. 23, No. 3, June, 1995 There is a high incidence of carcinoma of the oesophagus in South Africa where it affects predominantly black males, usually older than 50 years'. Worldwide, the most common mode of presentation of carcinoma of the oesophagus is progressive dysphagia 8 • However, as many as 20070 of cases do not have symptoms of obstruction on initial presentation 9 • Unusual modes of presentation described in the literature include:
* massive gastrointestinal haemorrhage and sudden death following erosion into the aorta by a squamous cell carcinoma of the lower-third of the oesophagus ID * malignant ascites and a pelvic tumour in a female found on investiation to be a secondary tumour from a primary squamous cell carcinoma of the oesophagus' * mimicking squamous cell carcinoma of the lung with positive sputum cytology in a patient with erosion of the oesophageal tumour into the right lower lobe and mediastinum and fistula formation" In the cases described here, the presenting pneumonia may have been secondary to aspiration of food and secretions collecting above the obstruction or secondary to an underlying tracheo-oesophageal fistula. Had further interrogation of the two patients been possible, it may have revealed a history of dysphagia. This was so in two of the three cases of unusual presentation mentioned above. However, to our knowledge these are the first reports of the diagnosis of oesophageal carcinoma being made as a result of failed nasogastric intubation. This report also serves as a cautionary tale that even the most commonplace of procedures have associated complications. In the first case, difficulty experienced in passsing the nasogastric tube was initially ascribed to poor technique, delaying diagnosis. It was also fortunate that repeated attempts did not cause additional trauma. With the second case, occurring so soon after the first, the diagnosis of oesophageal carcinoma was suspected immediately, resulting in prompt appropriate investigation. This report serves as a reminder that failure of a procedure may result from hitherto undiagnosed abnormalities, especially in the ICU patient where a full clinical history is often lacking.
